American financing system, however, than that of provider competition itself, particularly the absence of an effective budget constraint on either insured purchasers or, under retrospective reimbursement, on hospitals, and on failures to embody agreements about quality in contracts.2" There is, moreover, evidence of cost savings under selective contracting, particularly through reductions in length of stay. So there is no particular reason to suppose that the worst features of the American system of health care will be imported lock, stock, and barrel into the United Kingdom.
was "imposing improperly biased procedural obstacles in the way of the constitutional right to be free of unwanted medical treatment .., that would limit the right to those who had had the foresight to make an unambiguous statement of their wishes."
Noting that the decision did not set new standards for medical practice, the New England J7ournal of Medicine was concerned by the almost complete lack of attention to medical reality and that the professional and personal roles of the patient's physician were completely ignored. " An accompanying statement from 36 bioethicists attempted to prevent misrepresentation of the ruling, which they thought might lead to serious adverse consequences for hopelessly ill patients, and they urged physicians to encourage their patients to make advance directives. ' 
ANY QUESTIONS
A professional man in his 60s had type II diabetes diagnosed; this responded satisfactorily to an appropriate diet and tolbutamide. He reported that for 30 years he has had three or four attacks a year, usually mid-morning and associated with exercise, of slight trembling, clumsiness, confusion, sweating, and hunger, all relieved by eating food. These are continuing and usually occur about 15 hours after the evening dose of tolbutamide. Are these attacks related to the diabetes of recent onset and what is the explanation?
The most obvious cause of this patient's 30 year history of attacks is hypoglycaemia. The symptoms are a mixture of those produced by adrenaline response and by neuroglycopenia. The mid-morning timing is more likely to fall into the reactive hypoglycaemia category than fasting hypoglycaemia, with exercise after breakfast causing an accentuation in the usual response. As in all such cases, it is essential that a low blood glucose concentration is recorded. Marks and Rose emphasised the variability in blood glucose responses after meals and after an oral glucose load and the variability in symptoms.' There is a clear category of people who have characteristic symptoms but normal blood glucose values. These have been dubbed as having "non-hypoglycaemia."'2
The relation of reactive hypoglycaemia to diabetes is interesting. It has been suggested that in impaired glucose tolerance and very early non-insulin dependent diabetes mellitus there is delayed hypersecretion of insulin after a meal (or glucose load) with a subsequent fall in blood glucose concentration.3 This is almost certainly a rare phenomenon and in the current case unlikely as a cause of 30 years of attacks. Tolbutamide is equally unlikely to be the cause as it is short acting (four to five hours), is rare as a cause of hypoglycaemia, and is highly unlikely to be responsible for hypoglycaemia 15 hours later. The relation of the attacks to food intake is critical, and it is uncertain whether the patient was fasting at the time of symptoms.
Investigation is required. A prolonged glucose tolerance test, perhaps a meal tolerance test, and fasting with measurement of insulin, C peptide, and glucose (and perhaps tolbutamide) concentrations would be important, together with the ruling out of rare entities, such as Addison's or pituitary disease, which may coexist with diabetes, or insulin autoantibodies. -K G M M ALBERTI, professor ofmedicine, Newcastle upon Tyne
